A 59-year-old man with poorly-controlled diabetes (Hb A 1c 16.8%) presented with 5 days history of fever, epigastric pain and reduced oral intake. He was hypotensive (85/60 mmHg) tachycardic (pulse rate 110/minute), febrile (38.6 C) and had tenderness in the right upper quadrant of abdomen. Laboratory investigation revealed leukocytosis (22.2 x 10 9 ml, neutrophillia), anaemia (8.8 g/dl), thrombocytopenia (65 000 x10 9 ), acute kidney injury (urea 24.6 mmol/l, creatinine 245 mmol/l), elevated C-reactive protein (29.6 mg/l) and abnormal liver profiles (alanine transaminase 137 U/L, total bilirubin 41 mmol/l, alkaline phosphatase 492 U/L). He was treated for septic shock with intravenous fluid and broad spectrum antibiotic. Ultrasound scan of the abdomen revealed multiple hypoechoic foci in the liver, confirmed on computed tomography (CT) scan which also showed pockets of gas in the abscesses (Figure 1 ) confirming the diagnosis of gas forming pyogenic liver abscess (GFPLA). Blood culture isolated pan-sensitive Klebsiella pneumonia (resistant to ampicillin). Ophthalmic examination was normal. The patient responded to a course of antibiotic without any complications.
GFPLA is the extreme spectrum of pyogenic liver abscess accounting for 1-5% of all liver abscesses. GFPLA is associated with higher morbidity and mortality than non-gas forming PLA. [1] [2] [3] It is associated with organisms that can cause gas for- mation which includes Klebsiella spp., Escherichia coli, Salmonella spp. and Clostridium spp. 1 Majority of patient with GFPLA have poorly controlled diabetes mellitus. Fermentation of glucose by bacteria leads to accumulation of formic acid. In acidic ph ( 6) this is metabolized by formic hydrogenlyase resulting in gas formation. 4 Poorly controlled diabetes mellitus and hyperglycemia predispose to this. In addition to antibiotic and hemodynamic support, abscess drainage should be considered early. 
